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Abstract: Whether patients with sleep disorders are fit to drive, and who should determine this, is a
matter of debate. However, scientific literature is available on these topics to aid clinicians making
these decisions. A survey was conducted to assess sleep specialists’ views on fitness to drive for patients suffering from apnea, insomnia, and narcolepsy. Most of the 112 respondents (66%, 95%CI:
57–74%) indicated that insomnia patients would be fit to drive within days or weeks after initiating
treatment, but 44% (95%CI: 35–53%) felt that, depending on the amount of excessive daytime
sleepiness (EDS), they should not drive if untreated. Around half of respondents (49%, 95%CI:
40–58%) indicated that untreated patients with apnea should not drive, but the majority (66%,
95%CI: 57–74%) felt they could drive after Continuous Positive Airway Pressure treatment was
established, though EDS was a significant factor. For untreated narcoleptic patients 77% (95%CI:
68–84%) indicated they should not drive, and similarly, that treated patients could drive, although
EDS levels were again seen as important. It is concluded that patient education remains the most
practical approach to improve compliance and reduce accidents associated with EDS. Sleep specialists should remain up-to-date of relevant scientific literature to achieve this goal.
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Introduction
Driver sleepiness and reduced alertness are the most
common causes of traffic accidents, accounting for 10–
30% of all traffic accidents1–3). Data from the 2009 Sleep
in America poll show that 28% of respondents reported
that they had been driving when drowsy at least once per
month during the past year, and for 11% this happened at
least once a week4). About a quarter of respondents (28%)
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reported that they had nodded off or fallen asleep while
driving during the past year, and 1% reported having had
an accident or near accident due to drowsiness. The number of near misses is also associated with the frequency of
actual accidents5).
The most common causes of drowsy driving are lack
of sleep or poor sleep quality, prolonged driving, a monotonous driving environment (e.g., a highway with low
traffic density), and circadian factors, most notably driving
during the night, after a night shift, or in the early afternoon6). Also, individual differences, medical condition and
pharmacological treatment may cause driver sleepiness6).
Driver sleepiness and lapses of attention play an important role in highway accidents7–9). A recent comparison of
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on-the-road driving data showed that driving impairment
after 2 h of nocturnal driving in healthy volunteers equaled
impairment seen with a blood alcohol concentration of
0.05%, i.e. the legal limit for driving in many countries10).
As drivers reported higher levels of sleepiness and drove
a longer distance without having a break, driving impairment was more pronounced.
Sleep disorders may contribute to drowsy driving, since
patients with sleep disorders such as insomnia, sleep apnea, and narcolepsy often experience daytime sleepiness.
Although the prevalence is often underestimated, sleep
disorders are very common with chronic insomnia the
most prevalent at around 10% of the population11). Surveys show that the prevalence of sleep apnea in the driving
population lies around 6%; for narcolepsy the prevalence
is less than 1%5, 12). Although patients in some European
countries who suffer from sleep apnea or narcolepsy are
not allowed to drive a car, most European driving laws
do not include specific statements on sleep disorders or
excessive daytime sleepiness (EDS)13).
There is an ongoing debate about whether patients
with sleep disorders are fit to drive. Also, it is unclear
how fitness to drive should be established, by whom, and
whether one should differentiate between private citizens
and professional drivers. The current survey among sleep
specialists was undertaken to investigate the opinion of
sleep specialists regarding the fitness to drive of patients
with sleep disorders, and how this should be assessed.

Subjects and Methods
A survey was send by email to N=1,015 sleep specialists who attended the WorldSleep 2007 conference in
Cairns, Australia. They were contacted once, and no follow up was done. Questions asked included whether and
when they regarded it safe to drive a car in case of treated
and untreated insomnia, narcolepsy, and sleep apnea
(appendix). In addition, they were asked who should determine if a patient is fit for driving, and how this should
be determined. Questions were open ended, and space was
provided to comment on each question, or explain their
views. No ethical approval was needed to conduct this
survey, and respondents were not compensated for their
participation. The survey took about 10 min to complete.

Results
N=1,015 attendants of WorldSleep were invited by
email to complete a survey about sleep disorders and
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driving. N=112 sleep experts completed the survey, which
is equal to a response rate of approximately 11%. Respondents were 24 women and 88 men. Half of them (56)
classified themselves as sleep specialists and/or researchers, about 20% were physicians, and about 10% were psychologists. Almost all of the respondents who see patients
(69.4%) acknowledged informing patients about the possible effects of sleep apnea, narcolepsy or insomnia, and
their respective treatments, on driving ability. 1.8% stated
they did not inform their patients, and 28.8% reported not
seeing patients. Their views are summarized below.

Insomnia and Driving
About half of respondents (56%, 95% Confidence Interval (CI): 46–64%) indicated that people with untreated
insomnia should be allowed to drive a car. 17% (95%CI:
20–37%) stated they should not drive, and 27% (95%CI:
11–25%) answered that their fitness to drive depends on
the amount of EDS. Regarding pharmacologically treated
patients, sleep specialists had a diverse opinion (Fig. 1).
Most sleep specialists indicated that it would take days
or weeks after treatment initiation with hypnotic drugs before driving was considered safe (66%, 95%CI: 57–74%).
18.6% (95%CI: 13–27%) reported that it is never safe to
drive when treated with benzodiazepine hypnotics, whereas about one third of respondents (33%, 95%CI: 25–42%)
stated that patients can drive safely a couple of days after
treatment initiation. About 14% (95%CI: 9–22%) of respondents report that patients can drive immediately after
treatment initiation with zolpidem, whereas another 14%
(95%CI: 9–22%) answered that they should never be allowed to drive. A similar variety of answers was found for
zopiclone. From Fig. 1, it can also be concluded that sleep
specialists do not differentiate significantly between the
effects on driving ability of treatment with benzodiazepine
hypnotics and the newer benzodiazepine receptor agonists
(BzRA’s) zopiclone, and zolpidem.

Sleep Apnea and Driving
19% (95%CI: 13–27%) considered that untreated
patients with sleep apnea should be allowed to drive a
car, yet 32% of the respondents stated this depends on
the amount of EDS. About half (49%, 95%CI: 40–58%)
indicated they should not drive when untreated. Two third
of the respondents (66%, 95%CI: 57–74%) agreed that
successfully treated patients with sleep apnea should be
allowed to drive a car. In this questionnaire, successful
Industrial Health 2012, 50, 499–508
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Fig. 1. Answers to the question when after treatment initiation with
benzodiazepine hypnotics, zopiclone and zolpidem sleep specialists
regard it safe to drive a car.

treatment was defined as Continuous Positive Airway
Pressure (CPAP) treatment for more than 4 h per night and
compliance for at least one month. One in five respondents
(22%, 95%CI: 16–31%) answered this depends on the
amount of EDS, whereas 11%, 95%CI: 6–18%) felt apnea
patients should not drive even when treated with CPAP.

Narcolepsy and Driving
Whereas most respondents indicated that untreated
patients with narcolepsy should not drive a car (77%,
95%CI: 68–84%), they also felt that after successful treatment driving should be allowed (71%, 95%CI: 62–79%).
A minority (11%, 95%CI: 6–18%) disagreed with the
statement that untreated narcolepsy patients should not
drive, and a further 7% (95%CI: 4–13%) disagreed that
successfully treated patients should be authorized to drive.
Relative minorities of specialists indicated that whether
untreated patients should drive (12%, 95%CI: 7–19%),
and whether successfully treated patients should be authorized to drive (21%, 95%CI: 15–30%) would depend on
the level of EDS.

Who Should Judge Fitness to Drive a Car?
Most respondents stated that physicians (30%, 95%CI:
23–39%), researchers (26%, 95%CI: 19–35%), or a
combination of both (28%, 95%CI: 21–38%) should determine fitness for driving. To a lesser extent, driver license
authorities (12%, 95%CI: 7–19) and patients (5%, 95%CI:
2–11%) were mentioned as those who should judge fitness
to drive. Most respondents accepted the view that “driving
is a privilege and not a human right”. Others, however,
indicated that “It is ultimately an individual’s responsibility and should not be delegated to anybody else, including
the physician”. The most important reason given for this

was that in the end the autonomy of the patient in making
their own decisions is more important than the views of
other people or legislation. Patients, however, may not be
objective in judging their own fitness for driving. Patients
may have various reasons why they should drive (e.g., to
go to work, visit friends)14), and therefore perceive driving
a car as a right15). A patient’s view on fitness for driving
is therefore likely to be very biased. Most respondents
agreed that the patient’s opinion was the least credible
when determining fitness for driving. However, information about the patient that can be verified, such as their
history for type and number of traffic accidents, may be
usefully taken into account when determining fitness to
drive.

The Role of Driver License Authorities
About 80% (95%CI: 72–87%) of sleep specialists indicated that all drivers should be questioned regarding sleep
apnea, narcolepsy or insomnia when applying for a driver
license. About 15% (95%CI: 10–23%) felt this was only
necessary for professional drivers. As sleep disorders may
develop after the driver’s license has been obtained, about
half (53%, 95%CI: 44–61) considered all drivers should be
questioned on a regular basis, whilst 37% (95%CI: 28–46)
felt this should only apply to professional drivers. The
most preferred frequencies for questioning professional
drivers was every year (33%, 95%CI: 25–42%) and every
5 yr (35%, 95%CI: 27–45%). More respondents (39%,
95%CI: 31–49%) believed this should be done independent of age, whereas 20% (95%CI: 13–28%) indicated
that drivers above the age of 40 should be questioned.
13% (95%CI: 8–21%) argued that this should be done/
performed at the renewal of the drivers’ license. Many specialists acknowledge that simply asking the patient if he is
diagnosed for having a sleep disorder is not sufficient. In
fact, most people are not diagnosed or may be unaware of
having a sleep disorder. Patients may not report insomnia
complaints to healthcare providers, and consequently the
condition may go unrecognized and untreated. Sateia et al.
indicated that 70% of patients do not discuss their sleep
complaints, and Kagayema et al. suggested that 80% of
Japanese insomniacs were untreated16, 17). Also, just being
diagnosed does not provide sufficient information about
fitness for driving. Most important in this regard is whether patients are successfully treated, and if they experience
EDS or not. In addition, according to sleep specialists the
decision of whether a patient is fit to drive should not be
made by licensing authorities themselves.
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How Should Drivers Be Tested?
Sleep specialists were asked what they regard as the
highest form of evidence that driving is safe. Most often,
respondents answered that the on-the-road driving test provides the best evidence to determine if a patient is fit for
driving (38%, 95%CI: 30–48%). For example, the 100-km
driving test is performed on a public highway in normal
traffic. The Standard Deviation of Lateral Position (SDLP),
i.e. the weaving of the car, is the primary parameter of
vehicle control18). Driving simulator tests were selected by
19% of the respondents (95%CI: 13–27%), 11% (95%CI:
6–18%) preferred cognitive and psychomotor tests, and
24% (95%CI: 17–33%) stated that a combination of tests
is the best way to determine fitness for driving. Physical
and psychiatric examination (5%, 95%CI: 2–11%) and
questionnaires completed by patients (3%, 95%CI: 1–8%)
were the least popular methods, emphasizing the importance of a direct measure of driving competence (Fig. 2).

Should Drivers Be Tested for Sleep Problems
on a Regular Basis?
About half of the respondents indicated that professional drivers should be tested for sleep problems on a regular
basis. Most sleep specialists stated that testing should be
done every 5 yr (46%, 95%CI:36–55%). The preferred
age for testing professional drivers was above 40 yr (32%,
95%CI: 23–41%), followed by any age (27%, 95%CI:
19–35%). Only 10% (95%CI: 4–16%) reported that testing should apply to all drivers, whereas 40% (95%CI:
31–49%) felt testing was not necessary. Those opposed to
testing considered that it was very time consuming and too
expensive to test all drivers.

Discussion
The results of the 2007 World Sleep Survey showed
that amongst the sleep specialists who responded (around
11%), there was agreement on certain subjects related to
sleep and driving, but great variation on others. These results reflect an overall lack of consensus regarding fitness
to drive in patients with sleep disorders. The detailed comments given by respondents emphasized that information
on EDS for patients with sleep disorders is vital in order
to judge their fitness to drive. Importantly, the amount of
EDS may differ significantly between patients or can be
absent. For example, a substantial number of patients with
insomnia may not experience EDS. It also has to be noted

Fig. 2. Overview of sleep specialists’ opinion on what they regard as
the best method to determine if driving is safe.

that sleepiness behind the wheel represents a specific type
of daytime sleepiness, which may occur in individuals
who do not experience high levels of sleepiness during
other types of activities19). Hence, legislation that simply
determines a patient’s fitness to drive based on having a
diagnosis of a sleep disorder per se will not be effective.
Such laws would infringe upon a great number of drivers
that are not at a higher risk of impaired driving and becoming involved in traffic accidents. Moreover, sleepiness
is also commonly experienced in drivers without sleep
disorders, due to sleep loss, poor sleep quality, or other
medical conditions20).
No direct on-the-road driving studies have been performed to compare untreated with treated patients. The
fact that some sleep specialists report that successfully
treated patients are fit for driving and untreated patients
are not seems wishful thinking, as it may not be sufficiently supported by scientific evidence. For example, CPAP
treatment was found to reduce crash risk21), which suggests that the treatment leads to an improvement in driving
performance. Not withstanding that this may indeed be
the case, crash rate constitutes an indirect measure that is
potentially subjected to bias and depends on exposure. An
individual diagnosed with a sleep disorder may be more
careful, or limit driving to essential trips. Furthermore,
when driving simulators are used to assess driving performance in sleep disorder patients, the tests being used are
often very simple. When looking at narcoleptic patients,
the only treatment that was assessed was methamphetamine, and then tested in a relatively simple reaction time
driving task (Steer Clear)22), whereas information on the
effects of commonly used narcolepsy treatments on actual
driving is absent (e.g. sodium oxybate, modafinil). Finally,
although it is believed that driving is impaired in insomnia
Industrial Health 2012, 50, 499–508
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patients, there is no scientific proof that this actually is the
case.
There is, however, abundant scientific literature reporting the effects of hypnotic drugs on driving ability23, 24).
On-the-road driving tests show that benzodiazepine hypnotics may significantly impair driving performance next
day after one or two nights of treatment. Epidemiological
evidence shows that the use of benzodiazepine hypnotics
is associated with an increased risk of having a traffic accident25). In particular, the use of benzodiazepines with a
long half-life, the first weeks after treatment initiation and
higher dosages appear to be associated with the highest
accident risk. Also, a 4-fold increase in traffic accident
risk has been reported for zopiclone26). Tolerance develops
slowly, and increased accident risks have been reported
after months of treatment initiation 23). Zolpidem, when
used as recommended, seems relatively safe27). Nevertheless, sleep specialists disagree about whether and when it
is safe to drive or not. Moreover, they do not differentiate
between the magnitude and duration of impairment. This
is in contrast to the scientific evidence available, and the
drug list of the International Council on Alcohol, Drugs
and Traffic Safety, that categorizes zolpidem as different
from benzodiazepines and zopiclone28).
Asking patients whether they feel they are fit for driving
is likely to yield biased answers. For example, it has been
shown that 80% of drivers judge their driving skills as
above average29). Although most individuals are aware of
increased sleepiness levels some time before they would
actually fall asleep, this is not the case for all drivers, and
some drivers are unaware of falling asleep behind the
wheel30). Also, they may not be aware that their driving is
impaired, nor may they all recognize or acknowledge signs
of sleepiness and reduced alertness31). In addition, patients
often have reasons why they feel driving is important in
their lives and therefore may not report the complete truth
when asked about their driving and daytime sleepiness.
They may also be reluctant to acknowledge sleepiness as a
factor after an accident for legal reasons32).
Objective tests of excessive daytime sleepiness such
as the Multiple Sleep Latency Test (MSLT), Maintenance
of Wakefulness Test (MWT), and the Oxford Sleep Resistance (OSLER) test can indicate whether people suffer
from EDS. This gives rise to the question whether these
tests can be used as an indication of driving performance
in patients with sleep disorders. Philip et al. demonstrated
a correlation between MWT scores and actual driving ability in untreated apnea patients33). In addition, Drake et al.
showed that MSLT scores predict motor vehicle crashes

503
in the general population34). However, in an earlier study
MSLT scores did not indicate that narcoleptics or apnea
patients who had more accidents were also sleepier 35).
Also, relying solely on these tests to judge an individual’s
driving ability is insufficient, as the conditions under
which these tests take place differ greatly from driving
conditions. Furthermore, the available information does
not prove that an improvement in EDS after treatment of
any given sleep disorder means that driving is also improved because it is possible that mechanisms other than
sleepiness are involved.
Psychomotor and cognitive tests can show the impact
of sleepiness and reduced alertness on performance.
Unfortunately, psychomotor and cognitive tests poorly
predict actual driving36). Driving simulators can also give
insight into people’s ability to drive a car. Some studies
suggest that driving simulators may be useful in determining daytime sleepiness levels in sleep apnea patients and,
as a result, fitness for driving37). However, standardization
of driving tests and their outcome measures is necessary
before general statements can be made about their usefulness in predicting actual driving performance. Most sleep
specialists acknowledge that the on-the-road driving test
provides the most reliable evidence whether driving is safe
or not. Scientific literature confirms that SDLP is sensitive to differentiate between dose-dependent impairment
of alcohol and psychoactive drugs18), including hypnotic
drugs23, 24). Because of the monotonous character and its
long duration (approximately 1 h), the on-the-road driving
test is very suitable for measuring the impact of driver
sleepiness on vigilance performance. Sleep specialists
state that testing all drivers for driver sleepiness would be
best, but acknowledge that it would be cumbersome and
costly to do so. Testing professional drivers only is considered as a suitable compromise. Most sleep specialists note
this should be done every 5 yr.
A limitation of this study may be the relative low
response rate (11%), which may be viewed as a potential
bias of the results. An explanation for non-responding may
be that sleep specialists are too busy. Also, no reminder email was sent to complete the survey. Since the survey was
conducted by email and thus not anonymous, we know
however who responded. The latter assures us that major
sleep specialists from around the world did complete
the survey, and supports our confidence that the results
obtained with the current response rate can be viewed as
representative for the field. Because the attendants at a
world conference are varied, it would be interesting also to
examine opinions on a local level and compare the opinion
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of sleep specialists with those of patients who actually
suffer from sleep disorders, as well as with legislators and
licensing authorities. Although this was a rather simple
survey with a relative low response rate, it provided
valuable responses, and especially given the open-ending
character of the questions the survey yielded sufficient
consistent data to draw the results presented in this paper.

Conclusions
Sleep disorders and excessive daytime sleepiness can
affect driving performance significantly and increase the
risk of becoming involved in traffic accidents. Determining whether patients are fit to drive is therefore of high importance but effective methods of assessment are resource
intensive. Educating patients about the potential risks of
sleepy driving and assurance of treatment compliance
are of vital importance, and may result in more success
than introducing unenforceable traffic laws. This survey
shows that sleep specialists acknowledge the importance
of this issue, but the range of preferences reported by them
indicated only limited concordance with the available scientific evidence. Moreover, direct evidence may itself be
lacking, including data on fitness to drive after treatment.
It must therefore be concluded that regular continuing
education remains necessary.

Acknowledgements
This research was sponsored by Utrecht University.
Joris Verster has received research funding from Takeda
Pharmaceuticals and Red Bull GmbH, and acted as scientific advisor for Takeda, Sepracor, Sanofi Aventis, Deenox,
Red Bull GmbH, CBD, Trimbos Institute, and Transcept.
Chris Alford has received funding from the UK Ministry
of Defence, Red Bull GmbH, and Sanofi-Aventis.

References
1) Alford C, Wilson S (2008) Effects of hypnotics on sleep
and quality of life in insomnia. In: Verster J, Streiner D, and
Pandi-Parumal SR (Eds.), 49–62, Sleep and Quality of Life
in Medical Illness, Humana Press, Totowa.
2) Horne JA, Reyner LA (1995) Sleep related vehicle
accidents. BMJ 310, 565–7.
3) Maycock G (1996) Sleepiness and driving: the experience
of UK car drivers. J Sleep Res 5, 229–37.
4) National Sleep Foundation (2009) Sleep in America
Poll 2009. http://www.sleepfoundation.org/article/sleepamerica-polls/2009-health-and-safety. Accessed June 2,

M METS et al.
2012.
5) Powell NB, Schechtman KB, Riley RW, Guilleminault C,
Chiang RP, Weaver EM (2007) Sleepy driver near-misses
predict accident risks. Sleep 30, 331–42.
6) SafetyNet (2009) Fatigue. http://ec.europa.eu/transport/
road_safety/specialist/knowledge/pdf/fatigue.pdf. Accessed
June 2, 2012.
7) Kerr JS (1991) Driving without attention mode (DWAM):
a formalisation of inattentive states in driving. In: Vision
in Vehicles-III, Gale AG, Brown ID, Haslegrave CM,
Moorhead I and Taylor S (Eds.), Elsevier, North-Holland.
8) May JF, Baldwin CL (2009) Driver fatigue: the importance
of identifying causal factors of fatigue when considering
detection and countermeasure technologies. Transp Res 12,
218–24.
9) Wertheim AH (1991) Highway hypnosis: a theoretical
analysis. In: Vision in Vehicles-III, Gale AG, Brown ID,
Haslegrave CM, Moorhead I, Taylor S (Eds.), Elsevier,
North-Holland.
10) Verster JC, Taillard J, Sagaspe P, Olivier B, Philip P (2011)
Prolonged nocturnal driving can be as dangerous as severe
alcohol-impaired driving. J Sleep Res 20, 585–8.
11) Alford C, Wilson S (2009) Sleepiness, countermeasures and
the risk of motor vehicle accidents. In: Drugs, Driving and
traffic safety, Verster JC, Pandi-Perumal SR, Ramaekers
JHG, De Gier JJ (Eds.), 207–32, Birkhauser, Basel.
12) Philip P, Sagaspe P, Lagarde E, Leger D, Ohayon MM,
Bioulac B, Boussuge J, Taillard J (2010) Sleep disorders
and accidental risk in a large group of regular registered
highway drivers. Sleep Med 11, 973–9.
13) Rodenstein D, Alonderis A, Auwaerts G, Debacker W,
Derek E, Dinges D, Donic V, Duran J, Fanfulla F, Garbarino
S, George C, Grunstein R, Hedner J, Horne JA, Jennum P,
Marrone O, Masa JF, McNicholas W, Montserrat J, Parati
G, Philip P, Pitidis A, Pretl M, Przybylowski T, Reyner L,
Sanna A, Valmain J, Vennelle M, Verster JC, Zielinski J,
Zou D (2008) Driving in Europe: the need of a common
policy for drivers with obstructive sleep apnoea syndrome.
J Sleep Res 17, 281–4.
14) Gardner B, Abraham C (2007) What drives car use?
A grounded theory analysis of commuters’ reasons for
driving. Transp Res, Part F Traffic Psychol Behav 10,
187–200.
15) Beauregard LA, Barnard PW, Russo AM, Waxman HL
(1995) Perceived and actual risks of driving in patients with
arrhythmia control devices. Arch Intern Med 155, 609–13.
16) Kageyama T, Kabuto M, Nitta H, Kurokawa Y, Taira
K, Suzuki S, Takemoto TI (1998) Prevalence of use of
medically prescribed hypnotics among adult Japanese
women in urban residential areas. Psychiatry Clin Neurosci
52, 69–74.
17) Sateia MJ, Doghramji K, Hauri PJ, Morin CM (2000)
Evaluation of chronic insomnia. An American Academy of
Sleep Medicine review. Sleep 23, 243–308.
18) Verster JC, Roth T (2011) Standard operation procedures for

Industrial Health 2012, 50, 499–508

505

SLEEP DISORDERS AND FITNESS TO DRIVE

19)

20)

21)

22)
23)

24)

25)

26)

27)

28)

conducting the on-the-road driving test, and measurement
of the standard deviation of lateral position (SDLP). Int J
Gen Med 4, 359–71.
Masa JF, Rubio M, Findley LJ (2000) Habitually sleepy
drivers have a high frequency of automobile crashes
associated with respiratory disorders during sleep. Am J
Respir Crit Care Med 162, 1407–12.
Smolensky MH, Di Milia L, Ohayon MM, Philip P (2011)
Sleep disorders, medical conditions, and road accident risk.
Accid Anal Prev 43, 533–48.
Tregear S, Reston J, Schoelles K, Phillips B (2010)
Continuous positive airway pressure reduces risk of motor
vehicle crash among drivers with obstructive sleep apnea:
systematic review and meta-analysis. Sleep 33, 1373–80.
Mitler MM, Hajdukovic R, Erman MK (1993) Treatment of
narcolepsy with methamphetamine. Sleep 16, 306–17.
Verster JC, Veldhuijzen DS, Volkerts ER (2004) Residual
effects of sleep medication on driving ability. Sleep Med
Rev 8, 309–25.
Verster JC, Veldhuijzen DS, Patat A, Olivier B, Volkerts
ER (2006) Hypnotics and driving safety: meta-analyses
of randomized controlled trials applying the on-the-road
driving test. Curr Drug Saf 1, 63–71.
Smink BE, Egberts ACG, Lusthof KJ, Uges DRA, de Gier
JJ (2010) The relationship between benzodiazepine use and
traffic accidents: a systematic literature review. CNS Drugs
24, 639–53.
Barbone F, McMahon AD, Davey PG, Morris AD, Reid
IC, McDevitt DG, MacDonald TM (1998) Association of
road-traffic accidents with benzodiazepine use. Lancet 352,
1331–6.
Verster JC, Volkerts ER, Olivier B, Johnson W, Liddicoat
L (2007) Zolpidem and traffic safety − the importance of
treatment compliance. Curr Drug Saf 2, 220–6.
Verster JC, Pandi-Perumal SR, Ramaekers JHG, De

29)

30)
31)

32)

33)

34)

35)
36)

37)

Gier JJ, editors. (2009) Drugs, Driving and traffic safety.
Birkhauser, Basel.
McCormick IA, Walkey FH, Green DE (1986) Comparative
perceptions of driver ability − a confirmation and
expansion. Accid Anal Prev 18, 205–8.
Horne J, Reyner L (1999) Vehicle accidents related to sleep:
a review. Occup Environ Med 56, 289–94.
Kaplan KA, Itoi A, Dement WC (2007) Awareness of
sleepiness and ability to predict sleep onset: can drivers
avoid falling asleep at the wheel? Sleep Med 9, 71–9.
Connor JL (2009) The role of driver sleepiness in car
crashes: a review of the epidemiological evidence. In:
Drugs, Driving and traffic safety, Verster JC, PandiPerumal SR, Ramaekers JHG, De Gier JJ (Eds.), 187–206,
Birkhauser, Basel.
Philip P, Sagaspe P, Taillard J, Chaumet G, Bayon V, Coste
O, Bioulac B, Guilleminault C (2008) Maintenance of
wakefulness test, obstructive sleep apnea syndrome, and
driving risk. Ann Neurol 64, 410–6.
Drake C, Roehrs T, Breslau N, Johnson E, Jefferson C,
Scofield H, Roth T (2010) The 10-year risk of verified
motor vehicle crashes in relation to physiologic sleepiness.
Sleep 33, 745–52.
Aldrich MS (1989) Automobile accidents in patients with
sleep disorders. Sleep 12, 487–94.
Ve r s t e r J C , R o t h T ( 2 0 1 2 ) T h e r e l a t i o n b e t w e e n
psychometric tests that measure driving related skills
and actual driving performance. Psychopharmacol 220,
293–301.
Pizza F, Contardi S, Mondini S, Trentin L, Cirignotta F
(2009) Daytime sleepiness and driving performance in
patients with obstructive sleep apnea: comparison of the
MSLT, the MWT, and a simulated driving task. Sleep 32,
382–91.

506

M METS et al.

Appendix - WorldSleep 2007 survey
Please answer the questions below and mark/highlight whether you agree/disagree with each proposition. Feel free to
add comments and suggestions.
1). What is your profession?
□ Sleep specialist
□ Researcher
□ Physician
□ Psychiatrist
□ Psychologist
Other:……………………….
2). Do you inform your patients about the possible effects of sleep apnea, narcolepsy or insomnia (and their
treatment) on driving ability?
□ Yes
□ No
□ Not applicable
If Yes, what is your advice? ...............................................................................................................................................
..........................................................................................................................................................................................
3). Should people be questioned on sleep apnea, narcolepsy or insomnia when applying for a driver’s license?
□ Yes
□ Only professional drivers
□ No
Comments: .........................................................................................................................................................................
.............................................................................................................................................................................................
4). Should drivers be questioned for sleep problems on a regular basis?
□ Yes, every ……………..year
□ Yes, but only professional drivers, every …………….. year
□ No
If Yes, after a certain age? ……………………………(e.g., above 40).
Comments: .........................................................................................................................................................................
.............................................................................................................................................................................................
5). Please indicate the issues that you would include in a questionnaire designed to check for sleep problems that
may affect driving ability (i.e. insomnia, sleep apnea, and narcolepsy).
□ If they have been diagnosed with sleep apnea, narcolepsy or insomnia
□ Habitual irregular snoring
□ Witnessed breathing pauses
□ Difficulties staying awake in boring situations
□ Waking up chocking
□ List of medicines taken
□ Alcohol consumption
□ Irregular working hours or regular working at night
□ Daytime sleepiness
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□ The Epworth Sleepiness Scale
□ Body mass index
Other: .................................................................................................................................................................................
.............................................................................................................................................................................................
6). Should drivers be tested for sleep problems on a regular basis?
□ Yes, every ……….year
□ Yes, but only professional drivers, every ……….year
□ No
If yes, after a certain age? ……………………….. (e.g., above 40)
7). What is the best way to judge fitness to drive a car?
□ Ask the patient
□ Clinical judgment of physician/psychiatrist
□ Driver’s license authorities (based on questionnaires)
□ Researchers (based on outcome driving-related tests)
Other: .................................................................................................................................................................................
.............................................................................................................................................................................................
8). What do you regard as highest form of evidence that driving is safe?
□ Questionnaires completed by patients
□ Physical/psychiatric examination
□ Laboratory tests (e.g., reaction speed, divided attention)
□ Driving simulators
□ On-the-road driving tests during normal traffic
Other: .................................................................................................................................................................................
.............................................................................................................................................................................................
9). Drivers with confirmed (untreated) insomnia should not drive
□ Agree
□ Disagree
Comments: .........................................................................................................................................................................
.............................................................................................................................................................................................
10). When after treatment initiation of insomnia with benzodiazepines do you regard it safe to drive a car?
□ Immediately after treatment initiation
□ After a couple of days
□ After a couple of weeks
□ After a couple of months
□ Never
11). When after treatment initiation of insomnia with zopiclone do you regard it safe to drive a car?
□ Immediately after treatment initiation
□ After a couple of days
□ After a couple of weeks
□ After a couple of months
□ Never
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12). When after treatment initiation of insomnia with zolpidem do you regard it safe to drive a car?
□ Immediately after treatment initiation
□ After a couple of days
□ After a couple of weeks
□ After a couple of months
□ Never
13). Drivers with confirmed (untreated) sleep apnea should not drive
□ Agree
□ Disagree
Comments: .........................................................................................................................................................................
.............................................................................................................................................................................................
14). CPAP treated drivers with > 4 hours per night compliance for at least 1 month should be authorized to drive
□ Agree
□ Disagree
Comments:..........................................................................................................................................................................
.............................................................................................................................................................................................
15). Drivers with confirmed (untreated) narcolepsy should not drive
□ Agree
□ Disagree
Comments:......................................................................................................................................................................... .
.............................................................................................................................................................................................
16). Successfully treated drivers with narcolepsy should be authorized to drive
□ Agree
□ Disagree
Comments: .........................................................................................................................................................................
.............................................................................................................................................................................................
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